A 49-year-old woman was admitted to our hospital because of mucoid diarrhea. The findings of two colonoscopic examinations were normal. However, one year later, a colonoscopic examination identified a mucosal, sharpedged, hyperemic, and edematous lesion at the distal third of the rectum. Biopsy samples revealed mild mucosal ischemia. One year later, a lesion was detected in the rectum, revealing microscopically ulcer and mucosal hyperplasia. After a 3-year follow-up, the lesion showed a polypoid structure (Figure 1 ) over the rectal plicae and they were identified as PGs. Microscopic (Leica, Germany) analyses demonstrated lobular patterns containing clusters of small capillaries lined by a single layer of endothelial cells (Figure 2 ). Endothelial cells lining the capillary loops were immunohistochemically stained with CD34 (Figure 3) , which has been reported as the one of the most useful markers of PG (3). Additionally, the patient's final blood analysis revealed hypochromic microcytic anemia.
The widely accepted term of "lobular capillary hemangioma" emphasizes the essential component of the lesion. Besides, PGs have been equated with granulation tissues, and this has resulted in uncertainty in the literature (1). It has been reported that PGs may be induced and reactivated by trauma, with the subsequent overgrowth of granulation tissue (4). Consistent with this opinion, by evaluating previous endoscopic and pathologic findings of the present case, it can be concluded that PGs may develop on the ulcer base and can be induced by trauma with the subsequent overgrowth of granulation tissue.
Although endoscopic resection is the most suitable treatment, surgical resection is the second treatment choice for gastrointestinal PGs. Endoscopic resection has been reported to be safer and more useful than surgical resection (4) . Recently, the successful synchronized therapy of endoscopic resection and embolization of the nutrient artery of PG lesions has been reported (4).
Inflammatory polyps, benign and malignant vascular malformations, and angiomatous variants of Kaposi sarcoma have been considered in the differential diagnosis of PGs. Macroscopically, PGs can be misdiagnosed as colon carcinomas, particularly when they appear as large, circular, growing tumors (5).
To sum up, the patient who visited our hospital 5 years ago initially showed normal colonoscopy findings and blood levels; however, over time, exhibiting mucosal ischemia and ulceration was finally, following a preliminary query, she was diagnosed as having PGs due to endoscopic biopsy examination. In conclusion, the present case suggests that gastrointestinal PGs are probably originated from the textures of prior trauma, inflammation, or ulceration and it could be better to diagnose and treat them endoscopically to avoid comprehensive surgical intervention.
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